We select the letters for these pages from the rapid responses posted on bmj.com favouring those received within five days of publication of the article to which they refer. Letters are thus an early selection of rapid responses on a particular topic. Readers should consult the website for the full list of responses and any authors' replies, which usually arrive after our selection.
In his open letter to the president of the General Medical Council (GMC) about the case of David Southall, Wheatley refers to a previous inquiry conducted by "a panel far better qualified and more competent than your own on child protection issues." 1 I was responsible for setting up that panel. As president of the Royal College of Paediatrics and Child Health I was asked in 2000 to assist Southall's employing trust in its investigation of complaints about his child protection work, by putting forward names of paediatricians who would be willing to review and report on his practice.
In a letter to the trust and subsequently in a journal article, 2 I set out the principles that I believe should govern such investigations. The investigators must be unbiased and have no rigid a priori opinions on the key issues. Actual or perceived conflicts of interest arising from, for example, previous clinical or research collaboration, or ethnicity issues, should be avoided. To protect the interests of the investigators, the trust, and the employee, at least two investigators should be involved, with at least one working in a similar setting to that of the doctor being investigated. They must declare any complaints currently against themselves; and they must be thoroughly briefed about terms of reference, indemnity, and the status and ownership of their report.
In this case, after consultation with senior colleagues, I concluded that the task needed not two but three paediatricians in view of the size and complexity of the review and the public interest in the issues. Our unique knowledge of our specialty enabled us to nominate three individuals who brought to their task in total over 40 years of experience in child protection work. Of course, colleges are not disciplinary bodies, and our college never saw its report as this was confidential to the trust; however, I was told that Southall's employers considered it to be authoritative, balanced, and useful, and they subsequently reinstated him.
Many members of our profession say they have little confidence in the GMC's fitness to practise panels, and there is much anxiety about the move to a civil standard of proof. The GMC rules, which are approved by the Privy Council, state that no specialist expertise is required in any of the panel members; instead, the panel relies on "evidence" from "experts." It follows that the confidence of the profession in the panels' adjudications depends to a considerable extent on how the GMC's experts are recruited. Perhaps confidence would to some extent be restored if the GMC were to adopt a more transparent approach, similar to that of our college, when gathering expert evidence and opinion.
GMC's reply
The open letter to me from Wheatley makes several statements about the case of David Southall.
1 Southall has appealed to the High Court, and it would be inappropriate for me to comment on the case at this stage.
But I am very concerned about Wheatley's conclusion that paediatricians will not be fairly dealt with by the General Medical Council (GMC). This is wrong, and it is not borne out by the facts. It is important that he and those members of Professionals Against Child Abuse (PACA) who agree with him do not allow their unhappiness over this particular decision to create an unjustified perception that there is a problem with the regulatory system for doctors. By overstating the case, critics of the GMC are running the risk of creating the BMJ | 2 feBruary 2008 | VoluMe 336 231 very problem they say they want to address. They are fuelling a perception that the GMC is somehow bent on unfairly persecuting paediatricians involved in child protection work. Nothing could be further from the truth. GMC fitness to practise panels are conducted according to very strict guidelines, which are published on our website. Every panel sits with a legal assessor, an experienced lawyer whose statutory duty is to ensure that the procedures operate fairly. Doctors can also appeal to the High Court as Southall has done.
Paediatricians attract complaints to the GMC like other doctors. Between April 2006 and December 2007, we received 8400 complaints to our fitness to practise procedures. Our records show that eight of those complaints were about paediatricians involved in child protection work. Of those, seven were concluded after investigation, without referral to a fitness to practise panel. The eighth doctor entered into voluntary undertakings related to health. Furthermore, it is extremely rare for a paediatrician to be referred to a fitness to practise panel in connection with his or her child protection work. Since 2004, fitness to practise panels have considered more than 600 cases. Only two could reasonably be said to have been about paediatricians involved in child protection.
We agree that it cannot be in the public interest if doctors are inhibited from acting to protect children, or deterred from giving evidence honestly and truthfully, and within their competence. But equally it cannot be in the public interest, or the interests of the medical profession, if the GMC does not act when doctors practise incompetently or inappropriately. letters others in child protection regularly recognise and manage such cases.
Professionals Against Child Abuse (PACA) was not set up to create a perception that there is a problem with the regulatory system for doctors. It was formed only recently as a response to the problems that the GMC's actions are causing for doctors in their child protection work. Our professional duty is to ensure the effective protection of children. Although we welcome the GMC's recent 0-18 years' guidance, we do not see representation of the child's voice in the actions of the GMC against doctors who have acted in good faith on behalf of vulnerable children. Some readers may not realise that the eight paediatricians that Catto says were referred to the fitness to practise procedures were only a fraction of those actually referred to the GMC. The fitness to practise procedure is not the start of the GMC process but is a hurdle along the route. It would be useful if Catto told us exactly how many senior paediatricians had been referred to the GMC because of their work in child protection. A survey by the Royal College of Paediatrics and Child Health in 2004 reports that 86 complaints about 76 doctors were referred to the GMC, albeit over a longer time period.
3
Paediatricians were shocked when Meadow was struck off. The actions against Southall have greatly increased that alarm because Southall seemed to be doing exactly what he should according to the government guidelines and indeed the GMC's own advice. Paediatricians need the support and understanding of the GMC, but the GMC must understand the difficulties and complexities of child protection and must not be a tool for understandably aggrieved parents. Its judgment must be based on the principle that the needs of the child are paramount. The GMC must be competent to understand the paediatrician's action from the point of view of the child. 
GMC statement does not reflect actions
Catto says that nothing could be further from the truth than the perception that the General Medical Council (GMC) is somehow determined unfairly to persecute paediatricians involved in child protection work (second letter). However, although the GMC made a similar response to the Guardian in April after our article in Pediatrics, 1 2 a recent GMC panel in David Southall's case produced a perverse and erroneous determination. 3 We do not consider therefore that the GMC's statement is yet reflected in its actions. The GMC's actions have included:
• A failure to acknowledge that it was wrong in stating that Meadow's "conduct was fundamentally incompatible with what is expected by the public from a registered medical practitioner," given that Mr Justice Collins considered this conclusion "approached the irrational" • A failure to recognise that Meadow's professional activity was about child protection-he was called as a witness in the criminal case because of his expertise in sudden infant death and infant suffocation, having been an internationally acclaimed expert in the recognition of fabricated and induced illness • A determination in 2004 that Southall's confidential contact with the police over a child's safety was "precipitate," reflecting a lack of understanding of the doctor's and, indeed, the public's duty to child protection • A determination in 2007 that the testimony of an aggrieved parent that Southall had accused her of murder was to be believed to a criminal standard of proof over the combined testimonies of Southall and the senior social worker present at the interview, despite information available to the GMC and its panel which questioned the mother's reliability as a witness • A failure to recognise that a substantially more robust investigation by Southall's employing trust six years earlier had found no basis for this allegation (first letter) 4 • Using fitness to practise panels where the members, medical experts, and legal assessors have little understanding of the Children Act or of the roles of doctors in child protection and are therefore not qualified to judge the actions of doctors working in the child protection system • Undertaking investigations into the conduct of a number of other doctors acting in child protection cases which have been either inappropriate, unduly prolonged, or a repeat of an investigation already undertaken either by an employing authority or other agency with statutory functions in child protection • Failing to have a policy and process for dealing with vexatious complainants.
Both Meadow and Southall are internationally acclaimed experts in fabricated and induced illness who have been targeted to discredit the recognition of this form of serious child abuse. We have seen these two doctors vilified in the media while the GMC undertakes prolonged investigations to support the orchestrated complaints against them. Even some members of parliament consider fabricated and induced illness a discredited theory. 
ethiCs COMMittee apprOval

Stuff the mannequins
We see two areas of concern in Menzies's filler article.
1 The participants in the study are not the mannequins but the paramedics, so the ethics committee is responsible for considering their role-as well as that of the mannequins.
Firstly, paramedics might feel a degree of coercion to become involved or fear that their jobs might be at risk if they declined to take part or performed miserably in the task being researched. This is a good argument for research involving NHS employees being given ethical scrutiny.
Secondly, there is a possibility that bias is introduced. If only really confident, especially competent paramedics were to volunteer the results obtained would be skewed to better outcomes than could be generalised to real life, which could put patients at risk.
The methods (including statistical power) of the study are of ethical interest because a poorly designed study is unethical. Flawed research may be picked up by the media or misused by politicians with consequent potential risk to patients. These areas of concern for the ethics committee can be readily addressed by submitting evidence of robust scientific peer review.
However, if the hurdles involved in ethical review prevent good research such as this study, then that in itself is unethical. The process has to be as simple and unobtrusive as is possible. The changes, such as early scrutiny and sifting by a scientific officer, that are in the pipeline for Scottish research ethics should help, but the UK National Research Ethics Service (NRES) application form remains a major detractor. Although it looks extremely daunting, many sections will be revealed as not applicable, depending on the type of research proposed, so only relevant questions need be answered. 
Parliament unites to tackle global problem
The study by Asghar et al and the accompanying editorial by Bhutta remind all of us that much more can and must be done to control pneumonia and pneumococcal disease world wide. 1 2 The All Party Parliamentary Group on Pneumococcal Disease Prevention in the Developing World was formed last month to tackle the devastating impact of pneumonia on child survival. The group is committed to raising awareness of pneumococcal disease and pneumonia, vaccination strategies, and sustainable financing mechanisms among MPs and peers nationally, across Europe, and around the world.
As Bhutta notes, given increasing resistance to antibiotics in the long term, the most cost effective means of reducing child mortality from pneumonia is to scale up effective preventive strategies, most notably vaccination. Pneumococcal conjugate vaccines are safe and highly effective in preventing pneumococcal pneumonia and meningitis.
GAVI's PneumoADIP is working to accelerate the introduction of these vaccines so that they can start saving lives now. The advance market commitment (AMC) is an innovative financing mechanism with the potential to save millions of lives by accelerating access to vaccines that would not otherwise be available to children for many years.
The UK government-together with the governments of Italy, Canada, Norway, and Russia, and the Bill and Melinda invasive carcinoma?
Surely digital rectal examination (DRE) and prostate specific antigen (PSA) have a part to play here. The American Urological Association guidelines, which are cited in the next paragraph, specifically advise DRE and PSA in the routine examination of these patients. 2 The use of PSA in asymptomatic men, as a population screening tool, is a different issue. 1 The rule's complexity might explain the continued popularity of the alternative, much simpler, NEXUS low risk criteria in spite of their inferior performance.
2 3 Stiell et al are currently evaluating implementation strategies for their rule in 12 Canadian emergency departments. 4 In our emergency department we have developed a flow chart driven proforma that acts both as an aide mémoire and a convenient way to document all information gathered and decisions made in the process of applying the Canadian c-spine rule. Our doctors, senior nurses, and emergency nurse practitioners received brief training in the correct use of the proforma, and nurses have been empowered to undertake clinical assessments of the cervical spine independently after having demonstrated competency in using the proforma under supervision.
Since introducing it last year we have observed a notable increase in the proportion of patients with trauma in whom the cervical spine is correctly "clinically cleared." Imaging decisions are now usually made during the first nurse assessment, which shortens the patient's journey. Our nurses enjoy their extended skills and have embraced use of the proforma enthusiastically. 
DruG COMpany payMents
Speakers should declare funding
Lenzer and Brownlee describe how a doctor atoned for drug company payments.
1
I have been in correspondence with the General Medical Council over the past two to three years, and eventually the council has agreed to issue guidance about sponsored meetings. The GMC's "Guidance for Doctors" section under "Conflict of interest" now says that it is normal practice for medical journals to require authors of papers to declare competing interests. This practice is often not followed at medical meetings and conferences. Delegates are often unaware of who is paying for the speaker and whether their contribution might be influenced by such payments or other sponsorships or benefits.
Where a contributor to an educational meeting has been sponsored by a pharmaceutical company, this should be announced at the meeting and disclosed in all papers relating to the meeting and in the published proceedings.
The new guidance was issued in November 2006, but I am uncertain whether the advice is being followed regularly at sponsored meetings.
Adopting this advice at all sponsored medical meetings would help to highlight the issue of "a drug rep with an MD." The government, not the BMa, is to blame I was an outspoken critic of the new General Medical Services (GMS) contract at the time but the BMA did not recommend voting for the new contract in 2004: it put it to the profession as the best that it could get, given the government's position. Beerstecher (previous letter) forgets that the ability to stop doing out of hours was a huge incentive to vote yes, perhaps outweighing other considerations.
The option for unilateral change of terms and conditions has been part of the general practitioners' contract since 1948, although I am sure it was not envisaged that it could be used as a weapon of spite by a government that was not getting its own way.
To say there was no agreement about the scope or purpose of the quality and outcomes framework is ludicrous. It was designed to stimulate better care and provide a performance related bonus for the general practitioners providing it. The government interfered with it and is now dismantling it, although the government said it would never do this when it was first negotiated.
I agree that there were no safeguards to make the contract inflation proof, but I am not aware of an agreement between any employee and employer, especially in the public sector, where this is the case. The government is responsible for cutting our pay over the past few years, it is nothing to do with perceived deficiencies in the contract.
The contract was accepted by 80% of general practitioners, but the BMA is not reneging on the agreement of 2004, the government is. It was unfortunate therefore to have on the very next page a double page advertisement for not one but two types of testosterone supplementation. To have this level of evidence showing a lack of benefit of testosterone supplementation within touching distance of the pharmaceutical advertisement for that very product was ironic, to say the least.
Perhaps in future new products will be placed deliberately close to the most recent or highest level of evidence available within the medical literature. Granted, the two may rarely coincide, but surely we have a responsibility to prescribe in not only a sound clinical manner but an evidence based one too.
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